A cavernous malformation involving the Gasserian ganglion, 2 nd and 3 rd divisions of the trigeminal nerve on the left side was resected via an extradural route in a 54 year old male. Cavernous malformations of the cranial nerves are rare. Specific origin from the trigeminal nerve has not been previously reported.
Introduction
Cavernous malformations may affect diverse components of the nervous system 1 . The frequency however is variable and proportional to the volume occupied by each structure. Cranial nerve involvement therefore is not a common finding.
Case Report
A 54-year-old, previously healthy, man presented with a one year history of pain and dysesthesia referred to the face and fronto-temporal regions on the left side. Hypoesthesia was found in the territory supplied by the second division of the left trigeminal nerve. Visual acuity, visual fields on confrontation and eye motility were all normal. The remaining of the neurological examination was unremarkable. Magnetic resonance (MR) imaging showed two space occupying lesions, one in the region of Meckel's cave and neighboring floor of the left middle fossa, and another in the posterior third of the falx cerebri (figure 1). Meningioma was the main diagnostic hypothesis for both lesions, but schwannoma was also considered for the middle fossa lesion. The patient's complaints and deficits were attributed mainly to the middle fossa lesion. Surgical exploration was therefore undertaken by the senior author (ARV). A frontotemporal craniotomy was employed. A pretemporal intradural transylvian approach disclosed a mass covered by dura arising from the Gasserian ganglion. These findings were not compatible with a meningioma of the middle fossa floor, and hence, an extradural route to the lesion was opted for. The dura of the middle fossa floor was peeled away. The second and third divisions of the trigeminal nerve were identified and the mass was seen between the two, extending towards the Gasserian ganglion. The lesion was of firm consistency, moderately hemorrhagic and somewhat adherent to the nerves. It was totally removed in a piecemeal fashion taking care to preserve the remaining rootlets of the second and third divisions of the trigeminal nerve. The postoperative course was uneventful. Histological examination of the lesion disclosed a cavernous malformation (figure 2). Some degree of hypoesthesia in the territory supplied by the second and third divisions of the trigeminal nerve, the latter due to surgical manipulation, persisted in the 4 month follow-up visit. Complaints of pain and dysesthesia subsided. The postoperative control MR scan confirmed total resection of the lesion and stability of the lesion of the falx cerebri ( figure 3 ).
Discussion
In a recent review, only 44 cases of cavernous malformations of the cranial nerves were found in the literature, namely in the optic pathways, VII / VIII nerve complex, 
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Figure 1. MR images: A T1 weighted axial slice; B -T2 weighted axial slice; C -T1 weighted axial slice after contrast enhancement; D -T1 weighted coronal slice after contrast enhancement; E T1 weighted axial slice after contrast enhancement; F -T1 weighted coronal slice after contrast enhancement. A mass measuring 31x20x25mm is seen in left Meckell's cave and surrounding area (A, B, C, D). The lesion has a small extension to the infratemporal fossa through the foramen ovale (D). Another mass is seen arising from the posterior third of the falx cerebri and growing towards the right (E, F). Both lesions are isointense on T1 and hyperintense on T2 weighted sequences (A, B). There is enhancement after gadolinium injection (C, D, E, F). Some compression of the adjacent brain parenchyma is seen but there isn't any surrounding edema.

Figure 2. Histological features of the lesion. A: large number of thick walled vessels of different caliber, some with dilated lumina, others with luminal compression (hematoxylin and eosin staining). B: CD34 immunocytochemistry demonstrating the endothelial cell lining of the vessels..
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III nerve, XII nerve and cerebellopontine angle nerves not otherwise specified 2 . This appears to be the first case of a surgically and histologically confirmed cavernous malformation specifically originating from the trigeminal nerve. The lesion was extra-cavernous, i.e. different from the more common cavernous sinus cavernous malformations where clear identification of the origin is virtually impossible.
Rapid progression of symptoms, nondiagnostic radiological characteristics, and the importance of total surgical resection were features stressed in the above-cited review. In this case as well, preoperative MR imaging did not raise the possibility of the diagnosis. The characteristic findings of a core of mixed signal intensity surrounded by a hypointense rim in T2 weighted images were absent. Instead, the homogeneous appearance of the lesion and contrast enhancement were more consistent with a tumor. Similar diagnostic difficulties have been reported for dural cavernous malformations 5 . A good final outcome was achieved with surgery, the standard recommended treatment 2 . Radiosurgery has been reported as an option for cavernous sinus cavernous malformations, and can probably be considered for Meckel's cave region as well, but experience is as yet scarce, under evaluation, and includes histologically unconfirmed cases 3, 4 . 
